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Abstract  
Title: The Current Physiotherapy Management of People with Multiple Sclerosis (MS) 
Authors:  Mary O‘ Donovan, Dr. Susan Coote  
Background: It is estimated that there are over 7,000 people with MS living in Ireland (MS 
Society 2008). Guidelines and evidence highlight the many benefits to be gained from 
physiotherapy interventions. However with limited resources (Coote et al 2010) and services 
for people with MS (PwMS), it is imperative physiotherapy management is effective, 
appropriate and evidence based. 
Objectives: To determine what criteria physiotherapists frequently include in subjective and 
objective assessment for PwMS.  
To examine the frequency of use of treatments and the use of evidence based practice in 
treatment choice.  
Methods: A self-report e-survey was developed and distributed via email to all group 
members of Physiotherapists with an Interest in MS, Chartered Physiotherapists in Neurology 
and Gerontology, and Chartered Physiotherapists in Community Care. A survey link was 
placed in Firsthand and on primary investigators web-page. Data was analysed using 
descriptive statistics and likert scales. 
Results: Only 65% of therapists were aware of clinical guidelines for MS. Current MS 
problems, medical history and active and passive range of movement; were the most 
frequently assessed domains. The top three treatments used were; patient education, balance 
and strengthening exercises. Respondents relied heavily on original training (19%) for 
choosing treatment techniques. Reading research (6%) or reviews (4%) were the least 
influential. 
Conclusion: A comprehensive assessment is important in MS management and 
physiotherapists frequently assess an extensive range of factors. Physiotherapists use a wide 
variety of treatment techniques when treating PwMS and the importance of exercise and 
education is evident. Despite reference to clinical guidelines, a lack of evidence based 
practice was prevalent within this population sample. 
Keywords: current management; Multiple Sclerosis; survey; physiotherapy
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1. Introduction 
Multiple Sclerosis (MS) is a demyelinating disease causing widespread degeneration of the 
central nervous system which gradually results in severe neurological deficits (Carr & 
Shepherd 1998). Europe has the highest estimated prevalence of MS in the world at 80 per 
100,000 (WHO 2008). On the National Physical and Sensory Disability database people with 
MS (PwMS) constitute the single largest diagnostic category and in Ireland it is estimated 
that there are over 7,000 people living with MS (MS Ireland 2008). There is no known cure 
for MS and the goals of treatment remain increased activity levels and independence 
(Langdon & Thompson 1999). 
With the average age of onset being 27, and life expectancy normal, the requirement for 
appropriate services and number of rehabilitation years is high, with significant financial cost 
to society and the patient (Coote et al 2010). 
 
In a market survey carried out by Lansdowne in 2006, PwMS felt that their greatest need was 
for physiotherapy. However, research highlights the paucity of available services. In a study 
conducted, the average amount of physiotherapy treatment during a three month period was 
merely 3.6 hours, and 35% of PwMS had less than one hour of therapy over three months. 
Furthermore, only just over 5% of PwMS received over twelve hours of therapy, the amount 
required to show clinically significant improvements (Coote et al 2010). 
 
Evidence for Physiotherapy 
The challenge facing clinicians is major when dealing with PwMS. MS is an extremely 
variable condition and the prognosis for each patient is unpredictable. Evidence supports 
individualising all rehabilitation settings, based on client specific needs and emphasises the 
importance of regular specialist assessment, intervention and review from the 
multidisciplinary team (MDT) (Kahn et al 2008). Physiotherapy plays a vital role within the 
MDT management of MS. 
 
Exercise of all kinds is very well tolerated by PwMS (Dalgas et al 2008). In recent years there 
is a growing body of evidence in the form of reviews and studies evaluating the effects of 
exercise therapy, respiratory muscle training, electrotherapy, yoga and hydrotherapy.  
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Benefits to be gained from physiotherapy interventions and exercise include increased fitness, 
muscle strength, walking speed and activity levels, improved function, quality of life and 
mood, decreased fatigue, depression and pain (Garrett & Coote 2009, Hogan & Coote 2009, 
Wiles 2008, Dalgas et al 2008). Conflicting results are evident for use of combined exercise 
programmes (Dalgas et al 2008) and in management of spasticity (Pappalardo et al 2006). 
 
Getting the Balance Right (GTBR) is MS Ireland‘s nationwide exercise-based, health-
promotion and research programme for PwMS. Results have shown reduced fatigue and 
psychological impact, improvements in energy, decreased risk of falls, and an improvement 
in balance and walking ability (Coote et al 2009.) The positive results from this high quality, 
randomised control trial further add to the accumulating body of evidence supporting exercise 
and physiotherapy for PwMS. GTBR has received considerable media publicity and it is 
hypothesised that it plays a primary role in influencing physiotherapist‘s current management 
of MS in Ireland. 
 
The benefits to be gained from physiotherapy interventions and regular exercise for PwMS 
have been proven to be plenty and diverse. The long term effects have not been fully 
established, but research suggests the benefits gained remain significant over a longer period 
of time. (McCullagh et al 2008) 
 
Guidelines on the Management of MS 
The National Institute for Clinical Excellence (NICE) and National Collaborating Centre for 
Chronic Conditions developed recommendations and guidelines for the management of MS 
based on the best available evidence and expert opinion. Recommendations highlighted the 
physiotherapy management of MS should incorporate; improving walking ability, 
strengthening and endurance exercise, fatigue management, education, continence and pelvic 
floor training, and appropriate pain management options including TENS. Furthermore 
therapists should advise that reflexology, massage, magnetic field therapy, neural therapy and 
t‘ai chi may be of further benefit. The guidelines oppose the routine use of ultrasound and 
laser treatments for PwMS. (NICE 2003) 
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Evidence Based Practice  
Evidence-based practice (EBP) refers to the use of current evidence and research for 
determining best practice in a field and patient care. It has been the focus of many studies and 
is of growing importance for physiotherapy (Iles & Davidson 2006).  Continual professional 
development (CPD) plays a central role in implementing EBP (French & Dowds 2008). The 
need for physiotherapy to be research orientated and demonstrate effectiveness has been long 
recognised (Bohannon & LeVeau 1986; Turner & Whitfield 1999; O‘ Brien 2001). 
Frequently updating and modifying physiotherapy practice and skills, in response to the most 
recent evidence for PwMS, is paramount in a profession which is continually evolving. 
 
Current Physiotherapy Practice 
Cumulatively, the evidence indicates many benefits to be gained from physiotherapy 
interventions, exercise and other modalities for PwMS. However with limited resources and 
declining services, it is imperative our management is effective, appropriate and evidence 
based.  
A thorough database search showed there have been no surveys or studies into the 
physiotherapy management of PwMS. Having recognised the importance of physiotherapy in 
the management of MS, it is necessary to identify what physiotherapists are including in the 
assessment and treatment of PwMS and the reasons why these treatments are selected. 
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2. Methodology 
2.1 Sample 
Subjects included in this study were members of clinical interest groups, Physiotherapists 
with an Interest in MS, Chartered Physiotherapists in Neurology and Gerontology and 
Chartered Physiotherapists in Community Care. It was hypothesised that physiotherapists 
within these groups would be working in contact with PwMS. These interest groups also 
provide a random sample of those working in public and private clinical settings. The three 
interest groups were chosen to maximise response rate and a survey link was sent to all 
members of all groups. Inclusion criteria was physiotherapists working with PwMS. An 
approximate number can only be estimated as there was crossover between members of the 
different groups. 
2.2 Instrument 
A self-report questionnaire was designed to survey the members of the clinical interest 
groups. The content and layout of this tool was developed from previous questionnaires 
developed in the area of EBP (Jette et al 2003; Iles & Davidson 2006; Choirbin 2006) and 
current management (French 2007; Lennon 2003, Horgan et al 2008). Relevant content was 
extracted from assessment forms commonly used in the MS population and evidence for 
treatments included was established from guidelines and from reviews by; Rietberg et al 
(2009), Kahn et al (2008), Dalgas et al (2008), Hogan & Coote (2009), Garrett & Coote 
(2009) and Wiles 2008. 
The developed tool consisted of six sections: 
A. Therapist Profile 
B. Patient Profile 
C. Subjective Patient Assessment 
D. Objective Patient Assessment 
E. & F.  Patient Treatment 
The layout of sections and each question is shown in the developed questionnaire in 
Appendix 1.  
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2.3 Aims 
It is the aim of this study to: 
 Determine what physiotherapists are including in subjective and objective assessment 
of PwMS. 
 Establish how often these domains are being assessed.  
 Investigate what treatment techniques are being used by physiotherapists and how 
often for PwMS 
 Examine the use of EBP in the reason for choice of techniques. 
 
2.4 Procedure 
Ethical Approval was gained from University of Limerick Faculty of Education and Health 
Sciences Research Ethics Committee. 
The developed questionnaire was piloted among four chartered physiotherapists working with 
PwMS for content, readability, timing and layout. Content and relevance of some assessment 
and treatment options was tailored and edited according to feedback received.  
Chairpersons of all interest groups were contacted and informed of the aims of the study by e-
mail, appendix two. They were requested to forward the survey link to all members within 
their respective groups, via information email, included as appendix three. A reminder email 
was forwarded after four weeks, appendix four, in order to maximise response rate. An 
advertisement was also posted in Firsthand and on the primary investigators webpage, to 
further maximise participant numbers, appendix five.  
Participation was voluntary and informed consent was assumed from the return of a 
completed questionnaire. Questionnaires were returned automatically to an electronic 
database for results synthesis. Hence, researchers were blinded to any information identifying 
participants. Researchers contact information was included in the information email should 
participants wish to clarify or discuss any part of the study. 
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2.5 Data Analysis 
To simplify data analysis, responses were coded with a numeral in chronological order of 
response. This numeral was denoted by ―S‖ in order to denote subject. Data was collected 
and analysed using Microsoft Excel 2010 and Microsoft Word was used to summarise and 
extract responses to open-ended questions. 
Demographic detail of therapists and the patient profile was analysed with the use of 
descriptive percentiles. Frequency of use of subjective and objective assessment items and 
treatment techniques were described by a likert scale (1 = never use to 6 = use very 
frequently). This scale was averaged (French 2007, Iles & Davidson 2006) and techniques 
organised in descending order of frequency of use, for ease of interpretation. 
Reasons for choice of treatment were described by a seven choice key. For the purpose of this 
study the top ten treatments used and the reasons for their choice were analysed and 
displayed using pie charts and percentages. The remaining treatments are shown only with 
their main reason for choice. 
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3. Results 
74 questionnaires were returned. Consequently two were excluded from analysis, due to 
inadequate completion (n=1) and not working with PwMS (n=1). This gave a valid response 
of 72. Not all respondents answered every section of each question and the number of 
responses decreased throughout the survey. As a consequence, results are reported as a 
percentage of respondents of each particular question. 
3.1 Therapist Profile 
Respondents included 83% (n=60) female and 17% (n=12) male. The average number of 
years qualified of respondents was 12.58 years (range: one to thirty eight). 70% (n=51) 
studied and qualified in Ireland (UL [n=6], RCSI [n=4], UCD [n=23], TCD [n=13], UUJ 
[n=5]). 66% (n=47) graduated with a BSc (MSc [n=16], diploma [n= 6], PhD [n=1]). 76% 
(n=54) of respondents were senior staff grade (manager [n=4], clinical specialist [n=3], junior 
staff [n=10]).  
Twenty-nine respondents were members of PIMS, fifty-one were members of CPNG, 
fourteen were members of CPCC, six respondents were members of all three groups and ten 
were not members of any interest group.  
Areas of work and practice; primary continuing and community care (PCCC) (n=26), general 
hospital (n=22), community hospital (n=12), private practice (n=9), long term care (n=9), MS 
therapy centre (n=2), rehab hospital/ ward (n=2), University (n=2), and MS centre, respite, 
private hospital, domiciliary, nursing home, stroke unit, Day Care Centre, private elderly and 
palliative care and MS Society (all n=1).  
When treating PwMS respondents had limited access to MDT members; Occupational 
Therapists 73% (n=49), GP, Consultant and Speech and Language 28% (all n=19), MS Nurse 
25% (n=17), Public Health Nurse 21% (n=14), Social Work 19% (n=13), Nurse 16% (n=11), 
other physiotherapists 6% (n=4), Dietician, Psychologist and Carer 4% (all n=3) and 
Reflexologist, Palliative care, and MS society 2% (all n=1) . 
 
Only 65% (n=46) were aware of any clinical guidelines for MS and just 65% of these 46 
therapists (n=32) named the NICE guidelines.77.5% (n=56) had participated in courses and 
CPD relating to MS. 74.6% (n=54) had not received any special training relating to MS, 
special training included; in-service days, MS study days, GTBR course, Bobath courses and 
PhD study in relation to MS. Furthermore, 68% (n=49) had not attended training for GTBR. 
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3.2 Patient Profile 
On average 20% (0-90%) of the respondent‘s caseload were MS patients. 
The majority of patients seen by physiotherapists were wheelchair users, 30%, while 20% 
were independently mobile, 20% mobile with 1 stick, 25% mobile with 2 sticks. 72% (0-
100%) of people with MS attending physiotherapy were seen as individuals and 28% (0-
90%) as members of a class.  
The most common source of referral for physiotherapists was from; the consultant 
neurologist (n=31), other physiotherapist (n=28), GP (n=23) and self referral (n=17), other 
sources mentioned also included; occupational therapist, public health nurse and MS nurse. 
Average waiting time from referral to initial assessment was; 3.7 weeks (range: no wait to 3 
months) in the out-patient setting and 30 hours (range: no wait time to 3 days) in the inpatient 
setting. Waiting times varied with caseload and on waiting list. 
Frequency of reviews varied from weekly to yearly, or as required. Timeframes include; 
yearly (n=4), six months (n=11), three to six months (n=5) every two months (n=2), monthly 
(n=2), fortnightly (n=5), weekly (n=7), daily for inpatients (n=7) and as required /case 
dependent (n= 8). 
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When assessing MS patients how often do you assess 
the following domain during the subjective exam? 
Initial Average 
Likert Score (SD) 
Review Average 
Likert Score (SD) 
Current Problems related to MS 5.927 (0.26) 5.811 (0.46) 
Medical history (current and previous) 5.878 (0.40) 4.811 (1.29) 
Stairs 5.854 (0.42) 4.583 (1.68) 
Length of time since diagnosis  5.829 (0.50) 3.789 (2.51) 
History of falls 5.829 (0.44) 5.568 (0.73) 
Frequency of Falls 5.732 (0.55) 5.514 (0.77) 
Length of time since first symptoms  5.707 (0.72) 3.775 (1.89) 
Most recent relapse 5.707 (0.56) 5.324 (0.75) 
Type of residence 5.707 (0.84) 4.556 (1.61) 
Who‘s living with them at home 5.707 (0.60) 4.722 (1.34) 
Type of MS  5.634 (0.73) 4.439 (1.47) 
Assistance at home  5.634 (0.62) 5.056 (0.95) 
Adaptive Equipment 5.610 (0.67) 4.917 (1.18) 
Medications: Dose and frequency 5.585 (0.81) 5.054 (1.25) 
Bathroom location 5.585 (0.97) 4.583 (1.54) 
Employment status 5.561 (0.71) 4.583 (1.13) 
Main Carer 5.537 (0.74) 4.750 (1.32) 
Unsteadiness 5.512 (0.75) 5.189 (1.02) 
Are they currently receiving any other treatment 5.463 (0.78) 5.167 (1.11) 
Recent Illness 5.439 (0.84) 5.135 (1.21) 
Last Physiotherapy appointment 5.366 (1.02) 4.806 (1.41) 
Hours of assistance 5.300 (0.91) 4.800 (1.16) 
Number of hospital admissions for MS this year  5.244 (0.99) 4.649 (1.34) 
Number of steroid treatments this year  5.220 (0.91) 4.649 (1.38) 
Are they attending an exercise class(es) 5.122 (1.21) 4.806 (1.14) 
Number of relapses 5.049 (1.12) 4.541 (1.57) 
Continence 4.976 (1.06) 4.541 (1.19) 
Communication 4.854 (1.13) 4.500 (1.23) 
Cognitive Status 4.780 (1.06) 4.194 (1.37) 
Dizziness 4.659 (1.13) 4.297 (1.27) 
Swallow 4.537 (1.36) 4.081 (1.36) 
 
 
1= Never 2=  Very Rarely 3= Rarely 4= Occasionally 5= Frequently 6= Very Frequently 
 
 
3.3 Subjective Assessment 
Therapists were asked to identify how often they assessed the following domains during 
subjective initial assessment and review: (Responses are arranged in descending order of 
average frequency for initial assessment with standard deviation (SD).) 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Further aspects which therapists included in assessment; current and desired functional status 
(n=2), patients aims of attending and expectations of physiotherapy (n=2), vision, previous 
investigations, mood, memory, level and impact of fatigue, patients self-management 
strategies and pattern of relapse if applicable (all n=1). 
(Table 3.1) 
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When assessing MS patients how often do you assess 
the following domains during the objective exam? 
Initial Average 
Likert Score (SD) 
Review Average 
Likert Score (SD) 
Active ROM  5.94 (0.24) 5.63 (0.55) 
Passive ROM  5.91 (0.28) 5.55 (0.75) 
Tone/Spasticity  5.89 (0.32) 5.61 (0.61) 
Transfers 5.89 (0.32) 5.67 (0.48) 
Gait/Mobility 5.83 (0.45) 5.70 (0.53) 
Standing Balance 5.77 (0.55) 5.58 (0.61) 
Bed Mobility 5.69 (0.53) 5.30 (0.85) 
Pain  5.69 (0.63) 5.36 (0.78) 
Sitting Balance 5.60 (0.85) 5.33 (1.02) 
Posture 5.57 (0.74) 5.33 (0.82) 
Co-ordination 5.51 (0.74) 5.24 (0.87) 
Isometric Muscle Strength  5.46 (0.66) 5.03 (0.98) 
Muscle strength assessed through function  5.11 (1.02) 5.06 (1.03) 
Muscle strength through range 5.06 (1.16) 4.82 (1.16) 
Proprioception  5.06 (1.08) 4.58 (1.30) 
Light touch  4.97 (1.07) 4.45 (1.20) 
UE functional activities  4.77 (1.19) 4.45 (1.35) 
Carers performance of transfers  4.23 (1.17) 4.03 (1.21) 
Hot/Cold 4.14 (1.31) 3.91 (1.31) 
Pelvic floor function  3.40 (1.63) 3.15 (1.70) 
 
 
1= Never 2=  Very Rarely 3= Rarely 4= Occasionally 5= Frequently 6= Very Frequently 
 
Only one therapist highlighted a possible difference in questioning depending on the time 
interval between initial assessment and reviews. 
 
3.4 Objective Assessment 
Therapists were asked to identify how often they used the following domains during 
objective initial assessment and review: (Responses are arranged in descending order of 
average frequency for initial assessment with SD.) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Other issues addressed in objective assessment included; stairs assessment (n=2), ability to 
get up and down off floor, high kneel crawling, respiratory function, wheelchair mobility, 
seating, skin integrity and dexterity (all n=1). Only one respondent used a specialist for pelvic 
floor assessment when continence was an issue. 
 
(Table 3.2) 
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Outcome measures used by respondents included: (N) 
Berg Balance Scale  26 
Timed walks  16 
Modified Fatigue Impact Scale/ Fatigue Severity Scale  14 
Multiple Sclerosis Impact Scale  12 
Timed Up and Go  9 
Nine Hole Peg Test  6 
Modified Rivermead Mobility Index  6 
Tinetti balance assessment  4 
Motor Assessment Scale  4 
strength (oxford scale) 4 
Range of Motion  3 
Guy‘s Neurological Disability Scale  3 
Functional Tasks 3 
Visual Analogue Scale (pain)  2 
Expanded Disability Status Scale  2 
Multiple Sclerosis Quality of Life/ SF-36  2 
Functional Independence Measure 1 
Stroke Impact Scale 1 
Borg 1 
Fugl–Meyer Motor Assessment 1 
Elderly Mobility Scale 1 
AMTS 1 
Functional Reach 1 
Fear of Falling 1 
Timed Stand 1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Only two respondents underlined the importance selecting outcome measures depending 
upon the problems identified during objective assessment. 
 
 
 
(Table 3.3) 
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1= Never 2=  Very Rarely 3= Rarely 4= Occasionally 5= Frequently 6= Very Frequently 
 
3.5 Patient Treatment  
3.5 (a) Frequency of Use of Techniques 
Therapists were asked to identify how often they used the following techniques/ approaches when treating people with MS: (Responses are 
arranged in descending order of average frequency.) 
 
How often do you use the following 
treatments, and why do you choose 
them? 
Average Likert 
Frequency of 
Use Never Very Rarely Rarely Occasionally Frequently 
Very 
Frequently 
Response 
Count 
Patient Education 5.66 0.0% (0) 0.0% (0) 0.0% (0) 0.0% (0) 34.4% (11) 65.6% (21) 32 
Balance Exercises 5.48 0.0% (0) 0.0% (0) 3.0% (1) 3.0% (1) 36.4% (12) 57.6% (19) 33 
Strengthening Exercise 5.36 0.0% (0) 3.0% (1) 0.0% (0) 9.1% (3) 33.3% (11) 54.5% (18) 33 
Stretching  5.36 0.0% (0) 0.0% (0) 0.0% (0) 15.2% (5) 33.3% (11) 51.5% (17) 33 
Aerobic Exercise  5.03 0.0% (0) 3.0% (1) 0.0% (0) 24.2% (8) 36.4% (12) 36.4% (12) 33 
Positioning in wheelchair  4.97 0.0% (0) 0.0% (0) 3.1% (1) 31.3% (10) 31.3% (10) 34.4% (11) 33 
Upper Extremity Exercises 4.88 0.0% (0) 0.0% (0) 3.0% (1) 36.4% (12) 30.3% (10) 30.3% (10) 33 
Carer Education  4.78 0.0% (0) 0.0% (0) 6.3% (2) 34.4% (11) 34.4% (11) 25.0% (8) 32 
Combined Aerobic and PRE 4.66 3.1% (1) 3.1% (1) 9.4% (3) 25.0% (8) 28.1% (9) 31.3% (10) 32 
Fatigue Management  4.50 6.3% (2) 0.0% (0) 6.3% (2) 28.1% (9) 43.8% (14) 15.6% (5) 32 
Progressive Resistance Exercise (PRE) 4.45 6.1% (2) 3.0% (1) 15.2% (5) 24.2% (8) 18.2% (6) 33.3% (11) 33 
Passive Range of Motion 4.38 0.0% (0) 9.4% (3) 6.3% (2) 40.6% (13) 25.0% (8) 18.8% (6) 32 
Bobath  3.72 12.5% (4) 9.4% (3) 15.6% (5) 28.1% (9) 25.0% (8) 9.4% (3) 32 
Respiratory Exercises 3.67 3.0% (1) 12.1% (4) 18.2% (6) 54.5% (18) 6.1% (2) 6.1% (2) 33 
Motor re-learning programme 3.66 12.5% (4) 12.5% (4) 12.5% (4) 25.0% (8) 34.4% (11) 3.1% (1) 32 
Night time positioning 3.56 18.8% (6) 6.3% (2) 18.8% (6) 25.0% (8) 18.8% (6) 12.5% (4) 32 
Pelvic Floor Exercises 3.42 12.1% (4) 21.2% (7) 18.2% (6) 21.2% (7) 15.2% (5) 12.1% (4) 33 
TENS for pain relief 3.31 9.4% (3) 15.6% (5) 21.9% (7) 40.6% (13) 12.5% (4) 0.0% (0) 32 
“Getting the Balance Right” Strand A 
Protocol  3.17 
 
33.3% (10) 
 
3.3% (1) 
 
16.7% (5) 
 
20.0% (6) 
 
13.3% (4) 
 
13.3% (4) 
 
30 
         
(Table 3.4) 
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How often do you use the following 
treatments, and why do you choose 
them? 
Average Likert 
Frequency of 
Use Never Very Rarely Rarely Occasionally Frequently 
Very 
Frequently 
Response 
Count 
“Getting the Balance Right” Strand B 
Protocol 
 
3.17 
 
33.3% (10) 
 
3.3% (1) 
 
16.7% (5) 
 
23.3% (7) 
 
6.7% (2) 
 
16.7% (5) 
 
30 
Joint Mobilisations  3.15 3.0% (1) 27.3% (9) 21.2% (7) 48.5% (16) 0.0% (0) 0.0% (0) 33 
“Getting the Balance Right” Strand C 
Protocol 3.07 
 
36.7% (11) 
 
3.3% (1) 
 
16.7% (5) 
 
16.7% (5) 
 
13.3% (4) 
 
13.3% (4) 
 
30 
Treadmill Training 3.03 36.4% (12) 3.0% (1) 6.1% (2) 33.3% (11) 18.2% (6) 3.0% (1) 33 
PNF 3.03 25.0% (8) 18.8% (6) 9.4% (3) 28.1% (9) 12.5% (4) 6.3% (2) 32 
Soft Tissue Massage 3.00 15.2% (5) 21.2% (7) 24.2% (8) 27.3% (9) 12.1% (4) 0.0% (0) 33 
Splinting  3.00 18.8% (6) 21.9% (7) 15.6% (5) 28.1% (9) 15.6% (5) 0.0% (0) 32 
Local Heat/ cold  2.88 12.5% (4) 31.3% (10) 21.9% (7) 28.1% (9) 3.1% (1) 3.1% (1) 32 
Neuro Muscular Electrical Stimulation 2.88 25.0% (8) 15.6% (5) 21.9% (7) 25.0% (8) 9.4% (3) 3.1% (1) 32 
Casting  2.72 37.5% (12) 9.4% (3) 12.5% (4) 25.0% (8) 15.6% (5) 0.0% (0) 32 
Thermal Agents  2.63 28.1% (9) 15.6% (5) 28.1% (9) 21.9% (7) 6.3% (2) 0.0% (0) 32 
Functional Electrical Stimulation for 
Foot Drop  2.59 
 
34.4% (11) 
 
12.5% (4) 
 
12.5% (4) 
 
40.6% (13) 
 
0.0% (0) 
 
0.0% (0) 
 
32 
TENS for muscle stimulation  2.16 43.8% (14) 15.6% (5) 25.0% (8) 12.5% (4) 3.1% (1) 0.0% (0) 32 
Yoga Techniques  2.16 59.4% (19) 3.1% (1) 9.4% (3) 18.8% (6) 9.4% (3) 0.0% (0) 32 
Muscle Energy Techniques 2.09 48.5% (16) 15.2% (5) 18.2% (6) 15.2% (5) 3.0% (1) 0.0% (0) 33 
Hydrotherapy / Aquatics 1.92 57.6% (19) 6.1% (2) 24.2% (8) 12.1% (4) 0.0% (0) 0.0% (0) 33 
Ultrasound  1.78 56.3% (18) 21.9% (7) 9.4% (3) 12.5% (4) 0.0% (0) 0.0% (0) 32 
Tai-chi Techniques 1.47 81.3% (26) 0.0% (0) 9.4% (3) 9.4% (3) 0.0% (0) 0.0% (0) 32 
Body Weight Support Treadmill Training 1.45 78.8% (26) 9.1% (3) 6.1% (2) 3.0% (1) 0.0% (0) 3.0% (1) 33 
Whole Body Vibration 1.25 93.8% (30) 0.0% (0) 0.0% (0) 0.0% (0) 6.3% (2) 0.0% (0) 32 
Electrical Stimulation for pelvic floor 1.19 90.3% (28) 3.2% (1) 3.2% (1) 3.2% (1) 0.0% (0) 0.0% (0) 32 
Laser 1.19 84.4% (27) 12.5% (4) 3.1% (1) 0.0% (0) 0.0% (0) 0.0% (0) 31 
Acupuncture 1.16 93.8% (30) 3.1% (1) 0.0% (0) 0.0% (0) 3.1% (1) 0.0% (0) 32 
Reflexology Techniques 1.13 96.9% (31) 0.0% (0) 0.0% (0) 0.0% (0) 3.1% (1) 0.0% (0) 32 
Magnetic Field Therapy 1.00 100.0% (32) 0.0% (0) 0.0% (0) 0.0% (0) 0.0% (0) 0.0% (0) 32 
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Other treatments used for PwMS highlighted by respondents included; gait re-education with or without aid, prescribing orthotics and backward 
chaining.  
 
Barriers to choosing certain interventions were identified; lack of facilities, resources, manpower and time available to therapists, were 
emphasised. 
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A. Taught in original training D. Following attendance at a course G. Clinical guidelines 
B. Suggested by Colleague E. Following reading - journal reviews H. Patient Preference 
C. Prior patient experience F. Following reading - journal research I. Local Protocol 
 
11% 4%
18%
14%
14%
11%
21%
7%
Balance Exercises
A B C D E F G H
29%
7%
26%
3%
3%
32%
Positioning in 
Wheelchair
A B C D F G
3.5 (b) Reasons for Choice of Techniques 
Respondents were asked to select the most appropriate description for why they chose 
treatment techniques from a key of nine choices (Table 3.5) Data analysis showed; on 
average the most common reason for choice of technique overall was thought in original 
training (19%). A trend also emerged for the least influential reason for choice of technique 
was following reading journal reviews (4%).  
 
 
Within the top ten, most often used treatments; the most predominant reason for choice is in 
accordance with clinical guidelines fig. 3.01 to 3.07, with a more even distribution at fig.3.08. 
  
 
 
 
(Table 3.5) 
26%
22%
7%
4%
33%
4%
4%
Patient Education
A C D F G H I
22%
19%
13%
9%
6%
31%
Strengthening
A C D E F G
Fig. 3.01 
Fig. 3.02 
Fig. 3.04 Fig. 3.03 
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7% 3%
7%
18%
18%
18%
11%
18%
Combined Aerobic 
and PRE
A B C D E F G H
 
 
 
 
 
 
 
 
 
 
6%
19%
13%
13%9%
31%
6%
3%
Aerobic Exercise
A C D E F G H I
 
A. Taught in original training D. Following attendance at a course G. Clinical guidelines 
B. Suggested by Colleague E. Following reading - journal reviews H. Patient Preference 
C. Prior patient experience F. Following reading - journal research I. Local Protocol 
 
31%
15%
4%4%
34%
4%
8%
Carer Education
A C D F G H I
However, there was also a high dependence on original training, fig. 3.09 and 3.10 
 
29%
3%
18%14%
4%
7%
14%
11%
Upper Extremity 
Exercises
A B C D E F G H
31%
17%
4%
10%
7%
28%
3%
Stretching
A C D E F G H
13%
8%
17%
13%8%4%
33%
4%
Fatigue Management
A B C D E F G H
(Table .3.5) 
Fig. 3.06 Fig. 3.05 
Fig. 3.08 Fig. 3.07 
Fig. 3.10 
Fig. 3.09 
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The following techniques were less frequently used (occasionally (4) or less than) and, hence, 
are shown with only their most regularly selected reason for choice from the key. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
         
 
A. Taught in original training D. Following attendance at a course G. Clinical guidelines 
B. Suggested by Colleague E. Following reading - journal reviews H. Patient Preference 
C. Prior patient experience F. Following reading - journal research I. Local Protocol 
 
(Table 3.4)  
Technique 
Reason 
For Choice Technique 
Reason 
For Choice 
Respiratory Exercises A Bobath D 
Passive Range of Movement A Motor re-learning programme  D 
Muscle Energy Techniques  A Functional Electrical Stimulation for Foot Drop D 
Soft Tissue Massage A Neuro-Muscular Electrical Stimulation D 
PNF A Yoga Techniques D 
Thermal Agents  A Tai-chi Techniques D 
Local Heat/ Cold A Casting  G 
TENS for muscle stimulation A Splinting G 
Ultrasound A Night time positioning  H 
Pelvic Floor Exercises  B Hydrotherapy I 
Treadmill Training  C Body Weight Support Treadmill Training I 
Joint Mobilisations  C Electrical Stimulation for pelvic floor I 
TENS for pain relief C Laser I 
Progressive Resistance Exercise D Acupuncture I 
Getting the Balance Right - Strand A D Whole Body Vibration I 
Getting the Balance Right - Strand B D Magnetic Field Therapy I 
Getting the Balance Right - Strand C D Reflexology Techniques I 
 
(Table .3.5) 
(Table .3.6)
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4. Discussion 
Differences in the therapist profile of; larger number of female respondents, wide range in 
year of qualification and large number of senior staff should have minimal influence on 
results. Otherwise there were few significant differences in therapist demographics. 
The low percentage of therapists aware of MS Clinical Guidelines is a concern. These were 
published in 2003, due for review in June 2011, are available at no cost online and should be 
of common knowledge to all therapists. The NICE guidelines, when adopted, lead to better 
standards of care and thus better outcomes for PwMS. Physiotherapists, as an integral 
member of the minimum specialist neurological rehabilitation team, play a key role in 
implementing these guidelines.  
Guidelines recommend, as a minimum, the specialist MDT service should have as 
fundamental members, specialist: doctors, nurses, physiotherapists, occupational therapists 
(OT), speech and language therapists, clinical psychologists and social workers. (NICE 2003) 
However within this study, 75% of respondents had access to OT, while access to all other 
members of the MDT was below a meagre 28%. Guidelines also strongly recommended the 
requirement for review as necessary by the patient. However this was only highlighted by a 
mere 15% of respondents, with some reviews stretching to yearly (8%). MS is a chronic 
fluctuating disease, and although certain aspects of care require regular monitoring, 
healthcare systems and patients do not always have sufficient resources to allow this 
(Freeman & Thompson 2000). 
 
Assessment 
Clinical guidelines recommend that an inclusive multidisciplinary assessment should; 
actively involve PwMS; encourage them to think about and define what they need to achieve 
their goals; take into account the individual‘s priorities, interests and potential (NICE 2003). 
A multidimensional approach to MS patient assessment allows a detailed and sensitive 
evaluation of their disability profile, leading to a care programme tailored to the patient‘s 
needs (Provinciali et al 1999) and increased quality of life (Zacharia & Bitton 2011). The 
importance of a holistic, individualised and comprehensive assessment is commonly 
underestimated. Within this study only two respondents mentioned the use of aims and 
expectations of therapy in assessment. Conversely it is clear therapists frequently assess a 
comprehensive range of criteria (Table 3.1 and 3.2).  
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However, it is a concern that results failed to show sufficiently, the importance of 
individualising management to patient specific needs (Zacharia & Bitton 2011; Kahn 2008) 
Results also show the use of outcome measures for PwMS remains focused primarily on 
neurological and physical impairment (Table 3.3). Measures of visual function and HRQOL 
should be incorporated more often to capture the broad scope of impairment in PwMS 
(Balcer 2001). 
 
In this study results show, despite 92.7% of respondents frequently subjectively assessing 
continence, merely 48.6% frequently objectively assessed pelvic floor function. Pelvic floor 
dysfunction is a commonly reported problem by PwMS. Bladder dysfunction has been shown 
in up to 80% of all PwMS (Betts et al 1993; Nakipoglu et al 2009; Gallien et al 1998) and 
bowel dysfunction has been stated to occur in over 51% of PwMS (Jameson et al 1994). 
Further, only 48% of therapists treated pelvic floor frequently, despite good evidence to 
support pelvic floor rehabilitation for PwMS (Vahtera et al 1997; DeRidder et al 1999; 
McClurg et al 2006; NICE 2003) 
 
Interventions 
Results highlight the importance of exercise in the management of PwMS (Table 3.4). To 
date exercise has been the most widely studied intervention and although many short term 
benefits have been found, evidence for long term effects is lacking (McCullagh et al 2008) 
Strong evidence and guidelines support the use of aerobic, PRE, combined, strengthening, 
balance and aquatic exercise (Dalgas et al 2008; Hogan & Coote 2009; Garrett & Coote 2009, 
Rietberg et al 2005, Salem et al 2010). Physical activity demonstrates positive effects on 
body structure and function, activities, participation and decreases secondary complications 
(Motl & Goldman 2011) in PwMS. Issues such as content, frequency, individual versus class 
and compliance need to be addressed.  
The importance of gait re-education was also mentioned by those surveyed as recommended 
by guidelines. 100% of respondents use education frequently. However up to 65% of PwMS 
suffer from cognitive impairment, (Amato et al 2006), making correct patient education and 
carer involvement in therapy even more significant. To empower the patient, reduce symptom 
impact and improve treatment adherence are the aims of education. To ensure the appropriate 
education of PwMS, specific training for medical staff is necessary (Demaille-Wlodyka et al 
2011).  
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As they play such a vital role in treating PwMS, it is crucial that carers are included in 
treatment, addressed most frequently through carer education (Table 3.4). Addressing carer‘s 
needs and the challenges they face is also important and often neglected (Corry & While 
2009).  
Regardless of the recommendations of the clinical guidelines which oppose the routine use of 
ultrasound for PwMS, over 12% of respondents used it occasionally. Conversely despite the 
wide publicity received by GTBR and the promising, positive results for PwMS (Coote et al 
2009) it is not used in MS management as frequently as hypothesised. Only 32% of 
respondents had attended a training session and only 46% used it as a treatment protocol 
frequently. The main reason for selection was attendance at a course; this may highlight the 
possible reasons for its lack of use as the study remains officially unpublished, although 
preliminary results are available online. 
 
 
Reason for Choice of Technique 
The most frequently cited reasons for choice of technique in this study were ―taught in 
original training‖ and ―clinical guidelines‖ (Table 3.4). The results are comparable to 
previous studies conducted on EBP in other countries. Turner & Whitfield (1999), 
Palfreyman et al (2003) and Iles & Davidson (2006) all found that patient preference and 
original training rated highly in therapist‘s reasons for selecting a technique.  
Also, similarly to the results of this study, a study by Chau & Harris (2002) among 
physiotherapists treating breast cancer patients, the second most frequently-cited rationale for 
treatment selection was use of clinical practice guidelines. Despite the poor awareness of the 
guidelines within this studies population, guidelines are well employed as, ―in accordance 
with clinical guidelines‖, was the second most popular reason for selecting interventions. 
These results show parallels between therapist populations and reason for treatment choice. It 
is apparent from the results of this study and previous research, that the use of EBP in the 
clinical setting is limited. 
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Importance of EBP 
Selecting the most appropriate interventions should be based on the best available evidence 
(Bohannon & LeVeau 1986). However, within this study there is a concerning trend towards 
a lack of EBP in reasons for choice of treatment techniques (Table 3.6). It is also worrying 
the number who select interventions based on original training, particularly as respondents 
were qualified with, as many as, thirty eight years.  
Physiotherapists need to ensure that assessment criteria and treatment techniques provided to 
PwMS are supported by sound research and are consistent with biological and physical 
mechanisms (O‘ Brien 2001). As bound by ethical principles and a sense of professional 
duty, all physiotherapists and health care professionals should provide only the best available 
treatments (Bithell 2000). Unfortunately, as demonstrated within this study, physiotherapists 
continue to base treatment decisions on other sources of knowledge such as ―taught in 
original training‖ and ―local protocol‖. 
 
Barriers to Treatment Selection and EBP 
Barriers to the use of certain treatments were highlighted by therapists, issues such as; lack of 
facilities, resources and personnel were mentioned. This was examined as a minor subject 
and theme within this study. Barriers to the use of EBP have been examined by many studies. 
Resembling the barriers to treatment selection, lack of time has been frequently identified by 
several studies (Gosling & Westbrook 2004; Jette et al 2003; McColl et al 1998). Treating a 
larger proportion of PwMS in classes may help target the time issue as well as providing 
social support (Coote et al 2009; Salem et al 2010; Freeman & Allison 2004). 
Perhaps through implementing formal CPD, one may influence application of EBP. CPD can 
occur on the job through peer discussion, personal reflection and clinical teaching (Blake & 
Cooney 2000). CPD can assist acquiring skills, personal growth and professional 
development (Du Boulay 1999), which is imperative in optimal management of PwMS. 
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Study Limitations 
Results should be interpreted with caution as this cross sectional approach provides a ―snap-
shot‖ of current practice and results are based on self-report. It is not possible to determine a 
response rate due to the crossover between group members and those who may have accessed 
from the adverts. Therefore, limited sample size may also be an issue, particularly as the 
number of responses decreased throughout the survey. Some possible reasons for this may 
include length and monotony of the questionnaire. Also certain questions required an answer 
which, if left unanswered, would have prevented completion.  
Although every attempt was made to ensure no bias existed and even though it was piloted, 
there were limitations to survey design. It is possible that wording of questions may have 
restricted answers and respondents could only select one option for choice of technique, when 
in reality there may have been several. 
Averaging likert scales is not ideal practice with ordinal data, as it is not deemed continuous. 
However, for the purposes of this study, questions to be answered and volume of data to be 
presented, it was considered the most appropriate means of analysing the data, similar to 
studies by French (2007) and Iles & Davidson (2006). 
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5. Conclusion 
 
This study raises some issues regarding service provision and appropriate access to MDT 
members. It is evident from the results of this study, a comprehensive holistic assessment is 
important in MS management and physiotherapists frequently assess an extensive range of 
factors. Therapists use a wide variety of treatment techniques when treating PwMS and the 
importance of exercise and education is evident. Physiotherapists rely heavily on original 
training when choosing treatments. Despite reference to clinical guidelines, a lack of EBP 
was prevalent within this population sample.  
Additional studies could further address the management of PwMS with differing mobility 
levels and also the influence of different interest groups and year of qualification on treatment 
selection and EBP. Further research is also required to identify the barriers to using EBP with 
this patient group.  
If evidence based practice and treatments which have been proven effective are integrated 
into practice it will ensure best possible care and outcomes for PwMS. 
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7. Appendices 
 
Appendix 1 - Questionnaire 
 
 
 
 
 
A Survey of Current Physiotherapy Management of People with Multiple 
Sclerosis 
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Section 1 – Physiotherapist Profile: 
Gender:   Male__ Female__ 
How many years are you qualified? 
Where did you obtain your physiotherapist qualification? 
Highest degree obtained? Diploma__  BSc/BA__ 
    MSc__   PhD__ 
    N/A__ 
 
Physiotherapy Grade: Manager__ 
 Clinical Specialist__ Area: 
 Senior__ 
 Junior (Staff)__ 
Which Health Care setting do you work in? 
 General Hospital__   PCCC__ 
 Private Practice__  Community Hospital__ 
 Long Term Care__ 
 
Which members of the MDT do you actively work with when treating people with MS? 
 
Are you a member of:  PIMS CPNG CPCC  
 Other:________________ 
Have you participated in any courses / CPD relating to MS? Yes  No 
Have you received any special training related to MS?   Yes  No 
- If yes please specify:_________________________________________________ 
Have you attended a training session for “Getting the Balance Right”? Yes  No 
Are you aware of any Clinical Guidelines?     Yes  No 
 -if so which one(s) 
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Section 2 – Patient Profile: 
 
What percentage of your caseload are MS patients? 
Of your MS patients what percentage are mobile: independently 
     Use one Stick 
     Use two sticks/ rollator/ frame 
     Using a wheelchair:  
 
What percentage of MS patients do you see in:  groups/ classes individuals 
How do you receive your MS referrals (Please tick all appropriate)? 
 GP___ 
 Consultant Neurologist___ 
 Other Physiotherapist ___ 
 Self- referral___ 
 Other: please specify   
 
How long is the waiting period from referral to initial assessment for MS patients? 
 
On average how often do you review your MS patients? ___________________ 
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Section 3 – Subjective Patient Assessment 
When assessing MS patients how often do you assess the following domains during 
subjective assessment? 
1= Never 2=  Very Rarely 3= Rarely 4= Occasionally 5= Frequently 6= Very Frequently 
  Initial Assessment Review  
Type of MS:      
Length of time since first symptoms     
Length of time since diagnosis 
  Number of hospital admissions for MS this year     
Number of steroid treatments this year     
Number of relapses 
  Most recent relapse     
Medications (Dose and frequency)     
Current problem(s) relating to MS     
Medical history (current and previous)     
Recent Illness     
History of falls     
Frequency of Falls 
  Dizziness      
Unsteadiness 
  Continence 
  Swallow 
  Communication 
  Cognitive Status 
  Last Physiotherapy appointment     
Are they attending an exercise class(es)     
Are they currently receiving any other treatment?      
Type of residence     
Stairs 
  Main Carer 
  Who‘s living with them at home 
  Adaptive Equipment 
  Employment status     
Assistance at home (type)     
Hours of assistance     
Other (Please Specify): 
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Section 4 – Objective Patient Assessment 
When assessing MS patients how often do you assess the following domains during 
objective assessment? 
1= Never 2=  Very Rarely 3= Rarely 4= Occasionally 5= Frequently 6= Very Frequently 
 
Initial Assessment Review 
Active ROM      
Passive ROM     
Tone/Spasticity 
  Isometric Muscle Strength 
  Muscle Strength Through Range 
  Muscle Strength Assessed through function 
  Bed Mobility     
Posture 
  Sitting Balance 
  Standing Balance 
  Gait/ Mobility 
  Pain 
  Transfers     
Carers Performance of Transfers 
  UE Functional Activities 
  Pelvic Floor Function 
  Co-ordination 
  Light Touch  
Hot/Cold   
Proprioception    
  Other (please specify): 
 
 
     
 
What outcome measures do you use with MS patients? 
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Section 5 & 6 – Patient Treatment  
How often do you use the following treatments and why do you choose them? 
FREQUENCY: 
 
REASON FOR CHOICE: 
 
 
 Intervention Frequency of Use 
Reason for Choice 
of Technique 
Aerobic Exercise 
  
Strengthening Exercise      
Progressive Strengthening Exercise 
  
 
Combined Aerobic and PRE      
Stretching 
  
 
―Getting the Balance Right‖ Strand A Protocol 
  
 
―Getting the Balance Right‖ Strand B Protocol 
  
 
―Getting the Balance Right‖ Strand C Protocol 
  
 
Upper Extremity Exercises      
Balance Exercises 
  
 
Respiratory Exercises  
  
 
Pelvic Floor Exercises 
  
 
Stretching 
  
 
Passive Range of Motion 
  
 
Hydrotherapy / Aquatics 
  
 
Body Weight Support Treadmill Training 
  
 
Treadmill Training 
  
 
Joint Mobilisations 
  
 
Muscle Energy Techniques 
  
 
Soft Tissue Massage 
  
 
1= Never 2=  Very Rarely 3= Rarely 4= Occasionally 5= Frequently 6= Very Frequently 
A. Taught in original training D. Following attendance at a course G. Clinical guidelines 
B. Suggested by Colleague E. Following reading - journal reviews H. Patient Preference 
C. Prior patient experience F. Following reading - journal research I. Local Protocol 
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Positioning in Wheelchair 
  
 
Night time Positioning 
  
 
Bobath  
  
 
PNF 
  
 
Motor re-learning programme 
  
 
Thermal Agents 
  
 
Local Heat/ Cold 
  
 
Casting       
Splinting      
TENS for pain relief      
TENS for muscle stimulation      
Functional Electrical Stimulation for Foot Drop     
Neuro Muscular Electrical Stimulation     
Electrical Stimulation for pelvic floor 
  
Ultrasound 
  
Laser 
  
Acupuncture 
  
Whole Body Vibration 
  
Magnetic Field Therapy 
  
Yoga Techniques 
  
Reflexology Techniques     
Tai-chi Techniques 
  
Fatigue Management     
Patient Education 
  
Carer Education 
  Other (Please specify) 
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Appendix 2 – Chairperson Email 
 
  
 
Physiotherapy Department, 
University Of Limerick. 
Dear Chairperson of CPNG/ CPCC/ PIMS, 
I am a third year physiotherapy student in the University of Limerick, conducting my 
final year project on ―A Survey of Current Physiotherapy Management of People with 
Multiple Sclerosis‖. I am under the supervision of Dr. Susan Coote. 
I am hoping you will forward the following e-mail and survey link via email to 
members of CPNG, CPCC and PIMS to enable me to access the participants and ensure 
completion of the questionnaire. This study has received ethical approval. 
If you have any queries regarding this study, please do not hesitate to contact us. 
Mary O‘ Donovan: 0725781@studentmail.ul.ie 
Susan Coote: susan.coote@ul.ie 
 
Many Thanks. 
Kind Regards, 
Mary O‘ Donovan 
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Appendix 3 – Information E-mail (Group Members) 
 
 
A Survey of Current Physiotherapy Management of People with Multiple 
Sclerosis 
Currently no data exists regarding the current physiotherapy management of MS in Ireland. 
This survey is being conducted to better understand current practice in this condition and to 
investigate physiotherapists‘ reasons for selection of treatment techniques. 
 
The contents of this questionnaire are strictly confidential and anonymous and all information 
obtained from this questionnaire will be used for research purposes only. By completing this 
questionnaire you are providing consent to take part. The survey will take approximately 20 
minutes to complete.   
http://www surveymonkey.com/s/MSphysiotherapymanagement. 
The results of this study will be submitted for publication and for presentation at future ISCP 
conferences. 
If you have any queries regarding this study, please do not hesitate to contact the researcher. 
Mary O‘ Donovan: 0725781@studentmail.ul.ie 
Susan Coote: susan.coote@ul.ie 
 
If you have any further concerns about this study, you may contact; 
Chairperson of the EHS Faculty Ethics Committee 
Professor Alan Donnelly,  
PESS Dept, UL  
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Appendix 4 – Reminder E-mail 
 
 
Physiotherapy Department, 
University Of Limerick. 
Dear Chairperson of CPNG/ CPCC/ PIMS, 
I am a third year physiotherapy student in the University of Limerick, conducting my 
final year project on ―A Survey of Current Physiotherapy Management of People with 
Multiple Sclerosis‖. I am under the supervision of Dr. Susan Coote. Many thanks for already 
forwarding an email to your members on my behalf; I would appreciate your cooperation 
once more. 
I am hoping you will forward the following reminder e-mail and survey link via email 
to members of CPNG, CPCC and PIMS to enable me to access the participants and ensure 
completion of the questionnaire. This study has received ethical approval. 
If you have any queries regarding this study, please do not hesitate to contact us. 
Mary O‘ Donovan: 0725781@studentmail.ul.ie 
Susan Coote: susan.coote@ul.ie 
  
Many Thanks. 
Kind Regards, 
Mary O Donovan. 
___________________________________________________________________________ 
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*REMINDER* 
A Survey of Current Physiotherapy Management of 
People with Multiple Sclerosis 
To those that have already completed the questionnaire, thank you. Please ensure if you have 
begun the questionnaire you have fully completed all sections, if not please take the time to 
complete this survey. There are 6 sections to complete, certain questions marked with an 
asterisk require an answer for you to be able to move on and fully complete the questionnaire. 
Currently no data exists regarding the current physiotherapy management of MS in Ireland. 
This survey is being conducted to better understand current practice in this condition and to 
investigate physiotherapists‘ reasons for selection of treatment techniques.  
  
The contents of this questionnaire are strictly confidential and anonymous and all information 
obtained from this questionnaire will be used for research purposes only. By completing this 
questionnaire you are providing consent to take part. The survey will take approximately 20 
minutes to complete.   
http://www.surveymonkey.com/s/MSphysiotherapymanagement 
The results of this study will be submitted for publication and for presentation at future ISCP 
conferences. 
If you have any queries regarding this study, please do not hesitate to contact the researcher. 
Mary O‘ Donovan: 0725781@studentmail.ul.ie 
Susan Coote: susan.coote@ul.ie 
  
If you have any further concerns about this study, you may contact; 
Chairperson of the EHS Faculty Ethics Committee 
Professor Alan Donnelly, PESS Dept, UL 
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Appendix 5 – Firsthand Advertisement & Webpage Post 
 
 
 
 
Do you work with people with MS?? 
We are at present conducting a survey on ―Current Physiotherapy Management in People 
with MS‖.  
We would appreciate if you would follow the link and take the time to complete this 
questionnaire: 
http://www surveymonkey.com/s/MSphysiotherapymanagement. 
This study has received ethical approval, if you have any queries regarding the research 
contact susan.coote@ul.ie. 
 
